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The pathogenetic roles of the coracoacromial arch in the development of rotator cuﬀ tears are still 
controversial.  This study compared the anteroposterior coverage of the humeral head by the cora-
coacromial arch between shoulders with and without full-thickness rotator cuﬀ tears.  Forty-two 
shoulders from 21 embalmed cadaveric specimens were macroscopically examined.  Specimens were 
divided into 2 groups: shoulders with full-thickness cuﬀ tears (tear group) and those with intact cuﬀ 
tendons (normal group).  The coverage angle of each component of the coracoacromial arch was 
measured using true lateral photographs.  We also measured the angle of the total arc of the cora-
coacromial arch,  as well as the angle of the anterior acromial projection.  These data were compared 
between the tear group and the normal group.  Although no signiﬁcant diﬀerences were observed in the 
total arc of the coracoacromial arch between the groups,  the tear group had signiﬁcantly less cover-
age by the coracoacromial ligament than did the normal group (p＜0.05).  Moreover,  greater anterior 
acromial projection was observed in the tear group (p＜0.05).  These results suggest that greater cov-
erage of the bony structures on the rotator cuﬀ may correlate with the development of rotator cuﬀ 
tears.
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he coracoacromial arch consists of the coracoid 
process,  coracoacromial ligament,  and acro-
mion.  This arch covers the rotator cuﬀ tendons,  
which wrap around the humeral head.  Several studies 
have been conducted to investigate the pathogenetic 
roles of the coracoacromial arch in the tearing of 
rotator cuﬀ tendons because of the close anatomic 
relationship between these structures.  The shape or 
the size of the acromion has been of great interest to 
many researchers.  In 1972,  Neer [1] pointed out the 
relationship between acromial morphology and subac-
romial impingement syndrome.  Bigliani et al.  [2] 
categorized the shape of the acromion into 3 types 
(ﬂat,  curved,  and hooked) in the sagittal plane.  They 
reported that the hooked-type acromion was associated 
with rotator cuﬀ tears [2-4],  a proposal which was 
later conﬁrmed by other researchers [5,  6].  More 
recently,  Nyﬀeler et al.  [7] and Torrens et al.  [8] 
reported that the high coverage of the acromion in the 
coronal plane may also be associated with tearing of 
the rotator cuﬀ tendon.
　 Regarding other components of the coracoacromial 
arch,  Gerber et al.  [9] reported that the coracoid 
process also played an important role in the pathogen-
T
Acta Med.  Okayama,  2013
Vol.  67,  No.  6,  pp.  377ﾝ383
CopyrightⒸ 2013 by Okayama University Medical School.
Original Article http ://escholarship.lib.okayama-u.ac.jp/amo/
Received April 25, 2013 ; accepted July 18, 2013.
＊Corresponding author. Phone : ＋81ﾝ848ﾝ47ﾝ1155; Fax : ＋81ﾝ848ﾝ47ﾝ1004
E-mail : ysakoma@gmail.com (Y. Sakoma)
esis of subscapularis tendon tears.  However,  those 
authors investigated only the bony components of the 
coracoacromial arch in their studies.  According to the 
biomechanical study,  contact was observed between 
the coracoacromial ligament and the rotator cuﬀ ten-
dons during all shoulder motions in normal subjects 
[10].  The results of that study suggested that in 
addition to the bony structures,  the coracoacromial 
ligament should be considered when investigating the 
pathogenetic roles of the coracoacromial arch in rota-
tor cuﬀ tears.
　 Moreover,  most of the previous authors dealt with 
the acromial spur as part of the acromion in their 
measurement of acromial coverage.  To clarify the true 
relationship between the acromial morphology and the 
rotator cuﬀ lesion,  we suspected that the inﬂuence of 
the acromial spur should be excluded.  Against this 
background,  we attempted to investigate the coverage 
of the rotator cuﬀ tendons by both the bony and liga-
mentous components of the coracoacromial arch in 
cadaveric shoulders.  We excluded the inﬂuence of the 
acromial spur and hypothesized that the undersurface 
of the coracoacromial arch constituted a part of a 
circle in the sagittal plane,  which enabled us to quan-
tify the amount of its coverage of the humeral head 
with the central angles.  The purpose of this study was 
to determine the anteroposterior coverage of the 
humeral head by the coracoacromial arch in shoulders 
with and without full-thickness rotator cuﬀ tears.
Materials and Methods
　 Preparation of the specimens. Forty-two 
shoulders from 21 embalmed cadaveric specimens were 
macroscopically examined.  The mean age at death was 
83 years (range,  70-94 years).  We divided the speci-
mens into 2 groups: shoulders with full-thickness cuﬀ 
tears (the tear group,  n＝7,  or 17ｵ) and those with 
intact cuﬀ tendons (the normal group,  n＝35,  or 
83ｵ).  According to the Coﬁeld classiﬁcation [11],  
the 7 shoulder in the tear group included 2 small 
tears (＜1cm),  1 medium tear (1 to ＜3cm),  1 large 
tear (3 to ＜5cm),  and 3 massive tears (ｧ5cm).  On 
macroscopic examination,  no specimens exhibited 
partial-thickness tears in the present series.
　 To expose both the coracoacromial arch and the 
rotator cuﬀ tendons,  we removed all the periscapular 
muscles (the deltoid,  trapezius,  pectoralis major and 
minor,  levator scapulae,  rhomboid major and minor,  
and serratus anterior muscles).  Care was taken not to 
damage the rotator cuﬀ muscles or the coracoacromial 
arch.  After dissection,  each specimen was mounted on 
a custom-designed shoulder-positioning device.  Both 
the superior and the inferior angles of the scapula 
were ﬁxed using clamps,  and they were placed on a 
vertical line (Fig.  1).  A digital camera was then 
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Fig. 1　 Mounting of specimens on the custom-designed shoulder-positioning device.  The scapula was mounted on the device.  Both the 
superior and the inferior angles of the scapula were ﬁxed using clamps,  and they were placed on a vertical line in the sagittal and coronal 
planes.  True lateral photographs of the shoulder joint were then obtained.
placed at the same height of the center of the humeral 
head,  and a true lateral photograph of the shoulder 
joint was obtained.
　 Measurements of the coracoacromial cover-
age. On the lateral image of the cadaver shoul-
ders,  we drew a circle ﬁtted to the undersurface of 
the coracoacromial arch,  and its center was deter-
mined on the photograph (Fig.  2).  A horizontal line 
passing through the center of the circle was identiﬁed 
as the equator.  From the center of the circle,  we 
drew the following four lines using computer software:  
to the posteroinferior edge of the acromion (Ai),  to the 
anterosuperior edge of the acromion (Aa),  to the 
posterior border of the coracoid process (Cs),  and to 
the inferior border of the coracoid process (Ci).  Aa 
was set on the anterosuperior aspect of the acromion 
to eliminate the inﬂuence of the osteophyte that usually 
exists at the anteroinferior aspect of the acromion 
[12].  Then,  we measured the angles between each 
line,  and the coverage of the rotator cuﬀ tendons by 
the acromion (Ai-Aa),  the coracoacromial ligament 
(Aa-Cs),  and the coracoid process (Cs-Ci) was deter-
mined (Fig.  2A).
　 In the present study,  we also measured the total 
arc of the coracoacromial arch (the angle between Ai 
and Ci; from the posterior edge of the acromion to the 
inferior edge of the coracoid process) and the anterior 
acromial projection (the angle from the vertical line to 
Aa) (Fig.  2B).  The image-analysis software ImageJ 
(version 1.44p,  National Institutes of Health,  Bethesda,  
MD,  USA) was used to measure each angle,  which we 
then compared between the tear group and the normal 
group.  We also determined the percentage of occu-
pancy of each component of the coracoacromial arch 
(occupancy ratio) to clarify the proportion of the 
coracoacromial arch in each patient (Fig.  3).  These 
parameters were also compared between the tear 
group and the normal group.
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Fig. 2　 Measurement of the parameters.  (A) The circle and lines were drawn using computer software.  The equator line was identiﬁed 
as the horizontal line passing through the center of the circle.  Ci,  the inferior edge of the coracoid process; Cs,  the superior edge of the 
coracoid process; Aa,  the anterosuperior edge of the acromion; Ai,  the posteroinferior edge of the acromion.  (B) The anterior acromial 
projection (AAP) was determined as the angle between the vertical line and Aa.  The AAP had a positive value when the Aa was anterior to 
the vertical line and a negative value when the Aa was posterior to the vertical line.
Fig. 3　 The occupancy ratio of each component of the cora-
coacromial arch.  Acr,  acromion ; CAL,  coracoacromial 
ligament; CP,  coracoid process.
　 Statistical analyses. Statistical analysis was 
performed using StatMate III statistical software 
(version 3.16; Atms Co.,  Tokyo,  Japan).  The mea-
sured angles were compared using Mann-Whitneyʼs 
U-test.  A p-value less than 0.05 was considered sig-
niﬁcant.
Results
　 The mean coverage angle by the acromion was 91.1 
degrees in the tear group and 84.3 degrees in the 
normal group (Table 1).  The tear group showed rela-
tively greater acromial coverage than that of the nor-
mal group,  although the diﬀerence was not signiﬁcant.  
The mean coverage angles by the coracoacromial liga-
ment in the tear group and the normal group were 
35.1 degrees and 43.1 degrees,  respectively (Table 1).  
The diﬀerence between the 2 groups was signiﬁcant 
(p＜0.05).  However,  the mean coverage angle by the 
coracoid process was almost identical in the 2 groups:  
31.1 degrees for the tear group and 32.2 degrees for 
the normal group (Table 1).  Fig.  4 shows photo-
graphs of representative specimens with and without a 
cuﬀ tear.
　 In the present series,  the mean total arc of the 
coracoacromial arch was 157.3 degrees in the tear 
group (Table 1).  Interestingly,  it was almost identical 
for the normal group (mean,  159.6 degrees),  with no 
signiﬁcant diﬀerence between the groups.  The ante-
rior acromial projection was 6.7 degrees in the tear 
group and －2.0 degrees in the normal group (Table 
1).  The acromion showed signiﬁcantly greater anterior 
projection in the tear group than in the normal group 
(p＜0.05).
　 The occupancy ratio of each anatomical structure 
in the coracoacromial arch is shown in Table 2.  The 
acromion occupied 57.9ｵ of the coracoacromial arch 
in the tear group,  which was signiﬁcantly greater than 
the coverage in the normal group (53.1ｵ; p＜0.001).  
The tear group also had a signiﬁcantly smaller occu-
pancy ratio for the coracoacromial ligament (22.3ｵ) 
compared to that of the normal group (26.7ｵ; p＜
0.05).  The occupancy ratio of the coracoid process 
was almost identical in both groups (19.9ｵ and 20.1ｵ,  
respectively).
Discussion
　 Previous studies have demonstrated that the greater 
the anterior projection of the acromion,  the higher the 
incidence of rotator cuﬀ tears [13,  14].  In 2001,  
Lee et al.  [13] reported that an anterior tip of the 
acromion located beyond the 12 oʼclock direction of the 
superior glenoid may contribute to the pathogenesis of 
a rotator cuﬀ tear.  Unfortunately,  those authors did 
not exclude the presence of osteophytes of the ante-
rior acromion in their analysis.  To clarify the true 
inﬂuence of the acromial morphology on the pathology 
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Tear group  7 91.1 +/ -13.4 35.1 +/- 9.7 31.1 +/- 6.2 157.3 +/- 17.4 　6.7 +/- 11.2
Normal group 35 84.3 +/- 6.7 43.1 +/- 12.2 32.2 +/- 5.2 159.6 +/- 11.7 －2.0 +/- 7.3
p ns ＜0.05 ns ns ＜0.05
Table 2　 The data of the occupying ratio of each structures of the coracoacromial arch
Number Acromion (%) Coracoacromialligament (%)
Coracoid
process (%)
tear group  7 57.9 +/- 4.1 22.3 +/- 5.3 19.9 +/- 4.5
normal group 35 53.1 +/- 5.9 26.7 +/- 6.6 20.1 +/- 2.7
p ＜0.001 ＜0.05 ns
of the rotator cuﬀ tendon,  we excluded the inﬂuence 
of the acromial spur from the measurements in the 
present study,  and we found that the anterior acromial 
projection was signiﬁcantly greater in the tear group 
(6.0 degrees) than in the normal group (－2.1 degrees).
　 In the seven shoulders with rotator cuﬀ tears,  the 
original anterior edge of the acromion appeared to 
extend beyond the 12 oʼclock position of the cora-
coacromial arch.  As the anterior tip extends anteri-
orly,  the acromion starts to resemble a hooked shape 
[13].  Bigliani [4] believed that a hooked acromion 
may cause subacromial impingement.  Therefore,  a 
greater anterior acromial projection may have aﬀected 
the development or propagation of full-thickness rota-
tor cuﬀ tears in the present series.
　 To assess the original acromial morphology,  the 
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Fig. 4　 The lateral views of right shoulders with and without full-thickness rotator cuﬀ tears.  (A,  B) The shoulder without a cuﬀ tear had 
less acromial coverage (between Ai to Aa) and longer coracoacromial ligament (between Aa to Cs).  The anterior acromial projection had a 
negative value because the Aa was posterior to the vertical line.  (C,  D) The shoulders with a cuﬀ tear had greater acromial coverage 
(between Ai to Aa) and a shorter coracoacromial ligament (between the Aa and the Cs).  The supraspinatus and infraspinatus tendons were 
completely detached from the greater tuberosity (red arrowheads).  The Aa was anterior to the vertical line,  so the anterior acromial projec-
tion had a positive value.  Aa,  the anterosuperior edge of the acromion; Ai,  the posteroinferior edge of the acromion; Cs,  the superior 
edge of the coracoid process; Ci,  the inferior edge of the coracoid process.
precise extent of the spur formation at this site must 
be determined.  Several previous studies proposed that 
the osteophyte at the anterior edge of the acromion 
develops secondarily,  reﬂecting various types of 
mechanical stress in the coracoacromial ligament [15-
17].  Particularly in shoulders with large-to-massive 
rotator cuﬀ tears,  the humeral head tends to migrate 
toward the anterosuperior direction; this causes con-
tact between the humeral head and the coracoacromial 
ligament.  As a result of this phenomenon,  various 
types of biomechanical stress (i.e.,  compressive or 
tensile stresses) in the coracoacromial ligament 
become more evident,  inducing the development of 
spur formation within the coracoacromial ligament.  
Such osteophytes are usually located only on the 
undersurface of the acromion,  not on the superior 
surface of the acromion,  because of the localization of 
the origin of this ligament [12].
　 Considering these ﬁndings,  we decided to use the 
anterosuperior margin of the acromion as a landmark 
for drawing the line Aa to exclude the inﬂuences of 
spur formation.  Thus,  the extent of anterior acromial 
projection measured in the present study was not 
caused secondarily by the rotator cuﬀ tear.
　 In the present study,  we also investigated the 
occupying percentage of each structure in the cora-
coacromial arch.  Although there were no signiﬁcant 
diﬀerences in the total arc of the coracoacromial arch 
between the 2 groups,  the tear group showed a greater 
occupancy ratio for the acromion and a lesser occu-
pancy ratio for the coracoacromial ligament compared 
to the normal group.  These results suggest that the 
percentage of bony tissue occupying the coracoacro-
mial arch is related to the incidence of full-thickness 
rotator cuﬀ tears.  A large acromion in the sagittal 
plane may play some role in the development or propa-
gation of full-thickness rotator cuﬀ tears.
　 Several studies have focused on the relationship 
between the incidence of rotator cuﬀ tears and the 
acromial morphology on radiographs [7,  8,  12,  
18-20].  Among them,  only Prato et al.  [20] used 
lateral radiographs of the shoulder to assess acromial 
morphology.  However,  the relationship between 
anterosuperior acromial coverage and rotator cuﬀ 
tears was not reported.  In the clinical setting,  the 
measurements obtained in the present study can be 
determined on a scapular-Y radiograph.  The scapular-
Y radiograph may have some diﬀerences compared 
with the photographs of this study,  but the methodol-
ogy of the current study can be used in clinical evalu-
ations.  Further prospective studies are required to 
determine the prognostic signiﬁcance of anteroposte-
rior coracoacromial coverage with respect to full-
thickness rotator cuﬀ tears.
　 Our study had several limitations.  First,  the 
number of cadaver specimens was limited.  Although 
our ﬁndings showed that a greater anterior acromial 
projection is correlated with the incidence of rotator 
cuﬀ tears,  the sample size was limited.  To gain sta-
tistical power of ＞0.80,  the tear group needs 13 
shoulders and the normal group needs 63 shoulders.  A 
similar statement can be made about the occupancy 
ratio; ＞70 shoulders are necessary to gain a power 
of 80ｵ.  Second,  partial-thickness rotator cuﬀ tears 
were not observed in the present series.  Bursal-side 
tears have been hypothesized to be related to the 
morphology of the acromion and the coracoacromial 
arch [21].  Third,  the upward migration of the 
humeral head caused by the full-thickness rotator cuﬀ 
tears may aﬀect the measurements.  In the present 
study,  a complex of the proximal end of the humerus 
and the rotator cuﬀ was considered to be the convexity 
covered by the concavity of the coracoacromial arch.  
Particularly in shoulders with global rotator cuﬀ tears 
or cuﬀ tear arthropathy,  the convexity of the humeral 
head and rotator cuﬀ becomes distorted.  In such 
cases,  the coverage by the coracoacromial arch may 
be altered by marked upward migration of the humeral 
head or destructive changes aﬀecting the shoulder 
joint.  Therefore,  caution should be exercised when 
applying these ﬁndings to shoulders with massive rota-
tor cuﬀ tears.
　 In conclusion,  shoulders with rotator cuﬀ tears had 
a greater anterior projection of the acromion than did 
those with intact rotator cuﬀ tendons.  Compared to 
humeral heads with intact rotator cuﬀ tendons,  those 
with full-thickness rotator cuﬀ tears demonstrated 
greater coverage by the acromion and smaller cover-
age by the coracoacromial ligament.  Our results sug-
gest that the greater anterior projection of the acro-
mion contributes to the development or the propagation 
of rotator cuﬀ tears.
Acknowledgments.　We thank Professor Mari Dezawa and Dr. Jian-
lin Zuo for their support.
382 Acta Med.  Okayama　Vol.  67,  No.  6Sakoma et al.
References
 1. Neer CS 2nd: Anterior acromioplasty for the chronic impingement 
syndrome in the shoulder: a preliminary report.  J Bone Joint Surg 
Am (1972) 54: 41-50.
 2. Bigliani LU,  Morrison DS and April EW: The morphology of the 
acromion and its relationship to rotator cuﬀ tears.  Orthop Trans 
(1986) 10: 228.
 3. Bigliani LU,  Ticker JB,  Flatow EL,  Soslowsky LJ and Mow VC:  
The relationship of acromial architecture to rotator cuﬀ disease.  
Clin Sports Med (1991) 10: 823-838.
 4. Bigliani LU and Levine WN: Current concepts review -subacromial 
impingement syndrome.  J Bone Joint Surg Am (1997) 79: 1854-
1868.
 5. Gill TJ,  McIrvin E,  Kocher MS,  Homa K,  Mair SD and Hawkins RJ:  
The relative importance of acromial morphology and age with respect 
to rotator cuﬀ pathology.  J Shoulder Elbow Surg (2002) 11: 327-
330.
 6. Worland RL,  Lee D,  Orizco DG,  SozaRex F and Keenan J:  
Correlation of age,  acromial morphology,  and rotator cuﬀ tear 
pathology diagnosed by ultrasound in asymptomatic patients.  J 
South Orthop Assoc (2003) 12: 23-26.
 7. Nyﬀeler RW,  Werner CML,  Sukthankar A,  Schmid MR and Gerber 
C: Association of a large lateral extension of the acromion with 
rotator cuﬀ tears.  J Bone Joint Surg Am (2006) 88: 800-805.
 8. Torrens C,  López JM,  Puente I and Cáceres E: The inﬂuence of 
the acromial coverage index in rotator cuﬀ tears.  J Shoulder Elbow 
Surg (2007) 16: 347-351.
 9. Gerber C,  Terrier F and Ganz R: The role of the coracoid process 
in the chronic impingement syndrome.  J Bone Joint Surg Br (1985) 
67: 703-708.
10. Yamamoto N,  Muraki T,  Sperling JW,  Steinmann SP,  Itoi E,  
Coﬁeld RH and An KN: Contact between the coracoacromial arch 
and the rotator cuﬀ tendons in nonpathologic situations: A cadav-
eric study.  J Shoulder Elbow Surg (2010) 19: 681-687.
11. Coﬁeld RH,  Parvizi J,  Hoﬀmeyer PJ,  Lanzer WL,  Ilstrup DM and 
Rowland CM: Surgical repair of chronic rotator cuﬀ tears?: A pro-
spective long-term study.  J Bone Joint Surg (2001) 83: 71-77.
12. Oh JH,  Kim JY,  Lee HK and Choi JA: Classiﬁcation and signiﬁ-
cance of acromial spur in rotator cuﬀ tear.  Clin Orthop Relat Res 
(2010) 468: 1542-1550.
13. Lee SB,  Itoi E,  OʼDriscoll SW and An KN: Contact geometry at 
the undersurface of the acromion with and without a rotator cuﬀ 
tear.  Arthroscopy (2001) 17: 365-372.
14. Zuckerman JD,  Kummer FJ,  Cuomo F,  Simon J,  Rosenblum S 
and Katz N: The inﬂuence of coracoacromial arch anatomy on 
rotator cuﬀ tears.  J Shoulder Elbow Surg (1992) 1: 4-14.
15. Chambler AF,  Pitsillides AA and Emery RJ: Acromial spur forma-
tion in patients with rotator cuﬀ tears.  J Shoulder Elbow Surg 
(2003) 12: 314-321.
16. Fealy S,  April EW,  Khazzam M,  Armengol-Barallat J and Bigliani 
LU: The coracoacromial ligament:morphology and study of acro-
mial enthesopathy.  J Shoulder Elbow Surg (2005) 14: 542-548.
17. Ogata S and Uhthoﬀ HK: Acromial enthesopathy and rotator cuﬀ 
tear: a radiologic and histologic postmortem investigation of the 
coracoacromial arch.  Clin Orthop Relat Res (1990) 254: 39-48.
18. Fabis J and Kowalska A: The value of radiological examination in 
the diagnosis of rotator cuﬀ tear.  Chir Narzadow Ruchu Orthop Pol 
(1999) 64: 447-452 (in Polish).
19. Miyazaki AN,  Itoi E,  Sano H,  Fregoneze M,  Santos PD,  da Silva 
LA,  Sella GV,  Martel EM,  Debom LG,  Andrade ML and Checchia 
SL: Comparison between the acromion index and rotator cuﬀ tears 
in the Brazilian and Japanese populations.  J Shoulder Elbow Surg 
(2011) 20: 1082-1086.
20. Prato N,  Peloso D,  Franconeri A,  Tegaldo G,  Ravera GB,  
Silvestri E and Derchi LE: The anterior tilt of the acromion:  
radiographic evaluation and correlation with shoulder diseases.  
Eur Radiol (1998) 8: 1639-1646.
21. Ko JY,  Huang CC,  Chen WJ,  Chen CE,  Chen SH and Wang CJ:  
Pathogenesis of partial tear of the rotator cuﬀ: a clinical and 
pathologic study.  J Shoulder Elbow Surg (2006) 15: 271-278.
383Sagittal Coverage of Coracoacromial ArchDecember 2013
